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Objectives. This study examined
factors associated with gender differ-
ences in health insurance coverage and
having a usual source of medical care.

Methods. In-person interviews
were conducted with a community
sample of 695 residents of Central Har-
lem, New York City. Predictors of the 2
outcome variables and the interaction
of key variables with gender were ana-
lyzed via logistic regression.

Results. No strong patterns emerged
to explain gender differentials in having
insurance coverage and having a usual
provider. However, women employed
full time had increased odds of insur-
ance coverage, whereas employment
had no similar effect among men. Public
assistance evidenced a strong relation-
ship with insurance coverage among
both men and women. Socioeconomic
factors and health insurance were im-
portant independent predictors of hav-
ing a usual source of health care for men
but had little effect among women.

Conclusions. Expanding the avail-
ability of both public insurance and
affordable private coverage for men liv-
ing in low-income communities is an
important means of reducing gender
disparities in access to health care.
Public assistance is an important means
of enabling access to health care for
men as well as women. (Am J Public
Health. 2000;90:909–916)
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A common premise of health research is
that gender operates as an independent influ-
ence on virtually any population-based out-
come of interest. This assertion is supported
in the literature, which consistently indicates
that men and women differ in regard to health,
access to health care, and use of health ser-
vices. As a result, gender is typically viewed
as a variable that must be controlled in analy-
ses. This approach, however, does not permit
explicit examination of the underlying infer-
ence that predictive models may vary by gen-
der. As a result, our understanding of most in-
fluences on health-related outcomes is based
on effects independent of gender.

While many studies identify the general
determinants of health insurance and a usual
source of medical care, including gender, few
examine how these factors differ between men
and women. This is a significant gap in that
most research shows that women are more
likely than men to have access to both insur-
ance coverage and a usual source of care. Un-
derstanding the interplay between gender and
the distinct determinants of these indicators
has important implications for policies de-
signed to promote equal access to health care.

US national surveys demonstrate that
men are less likely than women to have
health insurance coverage.1,2 In general, the
most important determinants of insurance
status are income and employment-related
factors, the latter the result of the predomi-
nance of employment-based coverage in the
United States.3,4 While men who work full
time are more likely than women who work
full time to have employment-based cover-
age, this trend may be a result of the tendency
of married working women to decline their
own coverage in favor of their husband’s in-
surance. Indeed, single women who work full
time are slightly more likely than men to be
covered through their jobs, primarily as a re-
sult of differences in the types of jobs held by
single men and women.5 In general, however,
national data indicate that women are more

likely than men to report cost as a barrier to
receiving needed care.6

Thus, the fact that men are more likely
than women to lack insurance coverage may
be related to gender differences in job oppor-
tunities among single workers and in the kind
of coverage held. This explanation is sup-
ported by evidence suggesting that gender
differences in insurance coverage are the re-
sult of greater coverage rates for women
through public insurance.2 Women’s in-
creased access to public insurance, as a result
of Medicaid’s previous link with public assis-
tance and childbearing, suggests that some
men remain uncovered because they are inel-
igible for public benefits and are unable to af-
ford private health insurance or obtain it
through employment. Gender differences in
coverage are particularly pronounced among
young adults, who accounted for nearly 20%
of the uninsured population in 1996, primar-
ily as a result of differences in public cover-
age.2 Limited employment opportunities in
low-income communities, compounded with
gender differences in public assistance tied to
childbearing, may exacerbate the lack of cov-
erage among low-income young adult men.

National surveys indicate that women
are more likely than men to have a usual
source of medical care as well as insurance
coverage.7–10 Perception of the need for care
appears to be an important general influence
on having a usual source of care. The majority
of Americans without a regular source of
medical care report that they do not have one
because they have little need for health ser-
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vices.7,8,11,12 Most studies of the predictors of
having a usual source of care do not include
attitudinal influences and focus on such socio-
economic and demographic factors as gender,
age, income, insurance coverage, education,
race/ethnicity, and geographic area.7,9,13–19

Thus, it is difficult to assess the role of
perceived need for health care in explaining
the gender differential in access indicators.
The connection of having a usual source of
care with perceived need for health services
is supported by the frequent finding that peo-
ple without a usual source of care tend to be
in better health than those with a regular
source.7,9,10,13,20 However, lack of a regular
source of care also is more prevalent among
disadvantaged populations, including low-in-
come individuals, the less educated, racial
and ethnic minorities, inner-city residents,
and the uninsured.8,9,12,19,21

The tendency for women to be more
likely to have a usual source of health care may
be related to gender differences in health per-
ceptions and attitudes. A number of studies
have shown that women report higher rates of
illness than do men,22–29 suggesting that
women have a greater need for medical care
and, therefore, may be more likely to obtain in-
surance and establish a regular source of care.
Debate exists regarding whether the difference
in reported morbidity reflects physiological
experiences or gender dissimilarities in per-
ceptions of illness and response to symp-
toms.23,28,30,31 Some argue that the picture is
more complex and note that gender differences
in health are not uniformly expressed and can
vary by type of health condition and life
stage.32 Regardless of symptom experience,
women may be more willing to seek out health
care,26,28 showing significantly greater aware-
ness of their health and a propensity to seek
treatment when they are ill.24 Thus, women
may have a stronger inducement for obtaining
insurance and a regular health care provider.

In summary, the evidence suggests that
insurance coverage is strongly related to eco-
nomic and employment influences. Health and
attitudinal factors appear to be important cor-
relates of having a regular source of care. In
addition, these factors all vary between men
and women. Few studies, however, integrate
these patterns to examine the extent to which
such influences account for the well-docu-
mented gender difference in standard indica-
tors of access to health care. The purpose of
this article is to address this gap in the litera-
ture by examining the ways in which health
status, attitudes toward health and health care,
and socioeconomic factors explain gender dif-
ferences in health care coverage and having a
regular source of medical care.

The present study addressed the follow-
ing specific questions: (1) To what extent do

employment status and public assistance ac-
count for the gender gap in health insurance
coverage, when health status is controlled
for? (2) Do attitudes toward health care and
perceptions of health contribute to gender
differences in having a usual source of health
care? and (3) Is the relationship between gen-
der and access modified by marital status and
having children? These factors were hypothe-
sized to interact with gender based on the
predominant evidence from the literature re-
garding the most significant predictors of in-
surance and regular source of care. In addi-
tion, the present study sought to identify the
gender-specif ic determinants of having
health insurance and a usual source of care.

Methods

Sample

This study was based on a representative
survey of residents of Central Harlem in New
York City. Despite its long and rich history as
a center of African American culture, Central
Harlem has exhibited excess mortality rela-
tive to populations in other communities for a
number of years.33,34 The Harlem Health Pro-
motion Center conducted the Harlem House-
hold Survey in 1992 to 1994 to determine the
risk factors associated with the community’s
excess mortality. The survey involved a com-
prehensive assessment of the community’s
health, access to health care, preventive
health practices, and social experiences.

The survey was based on an enumera-
tion of all dwelling units on randomly se-
lected blocks in the Central Harlem health
district. Respondents were randomly selected
within households according to the procedure
developed by Kish.35 Household members
were eligible for the survey interview if they
were aged 18 to 65 years, spoke English, and
were able to answer the survey questions. Of
the 963 adults selected, 695 completed the in-
terview, resulting in a response rate of 72%.
All interviews were conducted in person by
trained community residents using a struc-
tured questionnaire. Details on sampling and
interview procedures are provided else-
where.36,37 Of the respondents included in the
final sample, 408 (59%) were women, and
287 (41%) were men. The sample was 84%
African American, and 83% of the respon-
dents were born in the United States.

Measures

The 2 dependent variables in the analy-
sis were current health insurance coverage
and having a usual source of care. Respon-
dents with public (Medicaid or Medicare) or

private coverage were coded as having insur-
ance, and those with no coverage of any kind
were coded as not having coverage. Health
care coverage also served as a predictor of
usual source of care and was measured in the
following 3 categories based on the classifi-
cation scheme used in the national Medical
Expenditure Panel Survey (MEPS)10: (1)
public insurance only, (2) any private insur-
ance, and (3) no coverage. A respondent was
considered to have a usual source of care if
she or he responded yes to the following
question: “Are there particular health people
you see or places where you usually go when
you are sick or need advice about your
health?”

Basic demographic characteristics in-
cluded age, marital status, and having children.
Age was measured in 3 categories: 18 through
24 years, 25 through 49 years, and 50 through
65 years. As noted earlier, young adults are
less likely to have insurance coverage or a
usual source of medical care. Marital status,
which may affect eligibility for health cover-
age through a spouse’s insurance, was mea-
sured as whether or not the respondent was
legally married. Whether the respondent had
children also was included as a measure be-
cause it could increase the likelihood of eligi-
bility for public insurance and connectedness
to health care.

Because of the high intercorrelations
among many of the variables considered as
measures of self-reported health status, the
final measures used in the analysis repre-
sented a reduced set that displayed the highest
Pearson correlations with the outcome vari-
ables of interest and intercorrelations of less
than .50. The self-reported health measures
selected included both global perceptions of
health and illness-specific variables: whether
or not the respondent currently had any major
health problems; how much the respondent
had been bothered by these problems in the
previous year (extremely/very much vs mod-
erately/slightly/not at all; respondents report-
ing no major health problems were placed in
the “not at all” category); whether the respon-
dent reported having hypertension, diabetes,
or asthma, as a measure of chronic conditions
that could influence the need for health care;
and the number of health problems experi-
enced in the previous year, based on a list of
51 items capturing such self-reported symp-
toms as repeated headaches, trouble concen-
trating, frequent colds, and stomach pains.

Measures of attitudes toward health and
health care were based on responses to the
following items: “A person who is ill should
always try to handle the problem him- or her-
self before going to the doctor or other
health worker” and “When you come right
down to it, there’s not much a person can do
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to keep from getting sick.” A categorical
rather than continuous measurement scheme
was selected to enhance interpretation of re-
sults in logistic regression analyses; strongly/
somewhat/slightly agree was coded as 1, and
strongly/somewhat/slightly disagree was
coded as 0.

Socioeconomic measures included in-
come, employment status, and education. An-
nual household income was divided into the
following categories: $9000 or less, $9001 to
$20000, and more than $20000. These cate-
gories were selected to capture the individuals
with very low incomes who would most likely
be eligible for public aid and to reflect the
sample’s actual income distribution (64% of
respondents reported incomes of $20000 or
less). Because 58 respondents (8.3% of the
sample) were missing income data, these indi-
viduals were treated as a separate group in the
analysis to avoid a sizable reduction in sample
size and the possible biasing of findings that
would result if they were excluded.

Employment was measured as full-time
work vs part-time work or unemployment.
This categorization was selected because
full-time employment is most likely to be
associated with the offering of employee
health insurance. Only 7% of the sample
(n = 47) were employed part time; thus, sep-
arate analysis of this group was not feasible.

Education was measured as a dichoto-
mous variable divided between those having
no degree and those earning a high school
diploma or equivalency degree or higher. The
public assistance variable reflected whether
the respondent was receiving any of the fol-
lowing at the time of the interview: food
stamps, Aid to Families with Dependent Chil-
dren, home relief, or Social Security income.

Data Analysis

Chi-square tests and t tests were used to
examine bivariate relationships between inde-
pendent and dependent variables. Multivariate
analysis was based on logistic regression be-
cause of the binary nature of the outcome vari-
ables. Regressions were conducted in a hierar-
chical manner to allow assessment of the
relative contribution of each major predictive
domain to the model. Most independent vari-
ables were dummy coded, while number of
health problems was treated as a continuous
variable. One set of regressions was conducted
on the full sample and included interaction
terms for the joint effects of gender and key
variables. Another set of regressions was gen-
der specific to allow examination of the spe-
cific determinants of health insurance and a
regular source of care within each group. All
analyses were conducted with SPSS software
(SPSS, Chicago, Ill).

Results

As in the general US populace, women
in Central Harlem were more likely than
men to have health care coverage. Eighty-
six percent of women in the Harlem sample
had either private coverage or public cover-
age, while 74% of the men were covered.
Harlem women also were more likely than
Harlem men to be covered by public sources
alone (49% vs 41%); no significant gender
differences were found in the proportions
with private insurance (33% of men and
37% of women). Women were more likely
than men to have a usual source of medical
care (80% vs 66%). Approximately one
quarter of the sample men and women used
hospitals as their usual source of care. More
women than men used a nonhospital source
of care (57% vs 41%).

Table 1 presents the relationship of de-
mographic, socioeconomic, health, and atti-
tudinal factors to insurance status by gender
in the Harlem sample. As has been shown in
national samples, the uninsured in Harlem
tended to be younger men and of lower in-

come. However, working full time was not
associated with health coverage among men
and was only weakly associated among
women. For both men and women, receipt of
public assistance was related to having
health care coverage. None of the health sta-
tus measures were associated with health
coverage for men, but having more health
problems was related to having health care
coverage among women. Attitudes toward
health care were associated with insurance
coverage among men but not among women.

Among women as well as men, having
a regular source of care was associated
with higher income and working full time
(Table 2). Both men and women with a
usual source of care were more likely to be
in poorer health than those without one.
Having private insurance was associated
with having a usual provider for both men
and women; public insurance reduced the
likelihood of having a usual source of care
only among women. Men and women also
differed in regard to the relationship of age,
having children, receipt of public assis-
tance, and health care attitudes.
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TABLE 1—Relationships of Demographic, Socioeconomic, Health, and
Attitudinal Variables to Health Care Coverage, by Gender: Harlem
Household Survey, 1992–1994

Men Women
Uninsured Insured Uninsured Insured

Characteristic (n = 74) (n = 213) (n = 58) (n = 350)

Age, y, %
18–24 16* 07 19 11
25–49 65 67 52 66
50–65 19 26 29 23

Has children, % 57 64 78 76
Married, % 22 17 28** 12
Annual household income, $, %

<9000 30** 39 48* 38
9001–20000 26 15 28 21
>20000 30 40 14 33
Missing 15 06 10 08

Currently works full time, % 45 39 26 38
Has high school diploma, % 74 65 59* 72
Receives public assistance, % 07*** 41 21*** 51
Currently has major health 43 51 50 63

problems, %
Has asthma, hypertension, 22 33 36 39

or diabetes, %
No. of symptoms in past 3.3 (4.19) 4.2 (4.28) 4.1* (4.20) 5.4 (5.14)

year, mean (SD)
Bothered a lot by health 12 13 22 26

problems, %
Agrees that a person cannot 53 46 55 52

do much to keep from 
getting sick, %

Agrees that ill person should 58* 42 45 44
always handle problem 
him/herself before going to 
doctor, %

Note. As a result of rounding, percentages may not total 100.
*P ≤ .05; **P ≤ .01; ***P ≤ .001.



Multivariate findings in terms of the pre-
dictors of insurance coverage and having a
usual source of care are summarized in the re-
mainder of this section. In the first set of multi-
variate analyses, the logistic regression analysis
of each access indicator proceeded in hierarchi-
cal stages wherein gender was entered first
(stage 1 in Tables 3 and 4), followed by each of
the major domains of predictor variables (sum-
marized in stage 2 of Tables 3 and 4) and, fi-
nally, interaction effects (stage 3 in Tables 3 and
4). This approach allowed examination of indi-
rect effects and the mediating influence of the
other variables on the initial relationship be-
tween gender and access outcomes.

Table 3 indicates that gender was associ-
ated initially with insurance, with the odds of
coverage 2 times higher for women than for
men in stage 1. There was little change in the
magnitude of the odds ratio for gender when
demographic, health, health attitudes, and
socioeconomic variables were added, indicat-
ing no substantial mediating by these factors

of the direct effect of gender. Addition of
public assistance to the model reduced the
gender effect odds ratio from 2.03 to 1.63
(for ease of presentation, the tables do not
show all of the individual regression stages in
which each variable domain was entered).
However, the interaction between gender and
public assistance was not significant.

The interaction of gender and employ-
ment was significant, indicating increased
odds of coverage for women (vs men) who
worked full time. Marital status and having
children did not modify the relationship be-
tween gender and insurance coverage. The
final stage indicates that the independent pre-
dictors of having insurance were older age,
higher income, receipt of public assistance,
and full-time employment for women. Indi-
viduals missing income information had
lower odds of insurance coverage than those
in the highest income reference group, sug-
gesting that these individuals were among the
group with relatively low incomes.

The odds of having a usual source of care
were approximately twice as high for women
as for men initially, and the gender odds ratio
was only slightly reduced when variables rep-
resenting demographic characteristics, health
status, health attitudes, insurance, and socioe-
conomic factors were included (Table 4). No
interactions between gender and health or
health attitudes were found. The final model
(stage 3) indicates that having major health
problems, number of symptoms, and the belief
that illness is unavoidable were weak indepen-
dent predictors of having a usual source of
medical care. Stronger effects were found for
private and public insurance, income, and, for
women only, having children.

The analysis next examined, among both
men and women, the unique independent pre-
dictors of health care coverage and having a
usual source of medical care. This analysis
was conducted because of the impracticality of
adding interaction terms for gender and each
independent variable and the utility of obtain-
ing separate odds ratios for men and women.
For both men and women, having health care
coverage was related to higher income and re-
ceipt of public assistance (Table 5). Men aged
18 to 24 years were marginally less likely to
have insurance than those aged 50 to 65 years.
Among women, full-time employment also
was a significant predictor of having a usual
source of care; having a high school diploma
was of borderline significance.

Public assistance appeared to make the
strongest contribution to the model for both
women and men. Health status did not predict
insurance coverage for men or women at any
stage of the analysis. Attitudes toward health
and health care had no independent effect on
insurance for either men or women. Marriage
was weakly related to insurance coverage
among women, with married women having
lower odds of coverage than unmarried
women.

In comparison with insurance coverage,
the specific predictors of having a usual
source of medical care varied more substan-
tially between men and women. Health status
appeared to be a more significant predictor
for men, after control for other factors. Health
care attitudes were related to having a usual
source of care for women but only weakly so
for men. These findings, however, should be
interpreted cautiously, given the lack of inter-
action effects noted earlier. Public insurance
had a sizable odds ratio among men but was
not significant for women. Thus, the odds of
having a usual source of care were 4 times
higher among men with public insurance than
among men without public coverage.

Private insurance was weakly related to
having a usual source of care among men,
while it had no effect among women. Low in-
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TABLE 2—Relationships of Demographic, Socioeconomic, Health, and
Attitudinal Variables to Usual Source of Care, by Gender: Harlem
Household Survey, 1992–1994

Men Women
No USOC USOC No USOC USOC

Characteristic (n = 97) (n = 190) (n = 79) (n = 327)

Age, y, %
18–24 17** 06 13 12
25–49 64 67 70 63
50–65 20 27 18 26

Has children, % 64 62 67* 79
Married, % 19 18 11 15
Annual household income, $, %

<9000 46*** 32 61*** 34
9001–20000 19 17 15 24
>20000 21 46 18 34
Missing 14 05 06 09

Currently works full time, % 33* 45 21** 40
Has high school diploma, % 60 71 68 71
Receives public assistance, % 35 31 58* 44
Has health care coverage, % 62*** 81 80 87
Has private insurance, % 23** 39 20*** 41
Has public coverage only, % 39 42 59* 46
Currently has major health 34*** 56 40*** 66

problems, %
Has asthma, hypertension, or 22* 34 25** 43

diabetes, %
No. of symptoms in 2.8*** (3.62) 4.6 (4.45) 3.5*** (4.19) 5.6 (5.14)

past year, mean (SD)
Bothered a lot by health 12 13 11*** 29

problems, %
Agrees that a person cannot 45 49 56 52

do much to keep from 
getting sick, %

Agrees that ill person should 54 43 59** 41
always handle problem 
him/herself before going 
to doctor, %

Note. USOC = usual source of care. As a result of rounding, percentages may not total 100.
*P ≤ .05; ** P ≤ .01; *** P ≤ .001.
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TABLE 3—Logistic Regression on Any Health Care Coverage: Full Sample (n = 695), Harlem Household Survey, 1992–1994

Characteristic Stage 1 Stage 2 Stage 3
(Reference Group) Adjusted OR 95% CI Adjusted OR 95% CI Adjusted OR 95% CI

Female (male) 2.05*** 1.39, 3.01 1.63** 1.04, 2.57 1.58 0.58, 4.31
Aged 18–24 y (50–65 y) 0.37** 0.17, 0.81 0.40** 0.18, 0.88
Aged 25–49 y (50–65 y) 0.72 0.41, 1.25 0.78 0.44, 1.37
Has children (no) 1.01 0.60, 1.71 1.22 0.62, 2.42
Legally married (no) 0.63* 0.36, 1.10 0.81 0.37, 1.77
Has any major health problems (no) 0.97 0.56, 1.69 0.95 0.54, 1.65
Has asthma, hypertension, or diabetes (no) 1.29 0.76, 2.20 1.41 0.83, 2.43
No. of symptoms 1.05 0.98, 1.11 1.04 0.98, 1.11
Bothered a lot by health problems 0.85 0.43, 1.67 0.83 0.42, 1.65

(bothered none/some)
Agrees that a person cannot do much to keep 0.79 0.50, 1.24 0.80 0.51, 1.27 

from getting sick (disagrees)
Agrees that ill person should always handle 0.81 0.51, 1.28 0.80 0.50, 1.27

problem him/herself before going to 
doctor (disagrees)

Works full time (part time/unemployed) 2.21*** 1.28, 3.80 1.23 0.61, 2.49
Has high school diploma or higher (no degree) 1.21 0.86, 1.70 1.17 0.83, 1.65
Household income <$9000 (>$20000) 0.27**** 0.14, 0.53 0.25**** 0.13, 0.50
Household income $9001–$20000 (>$20000) 0.36*** 0.19, 0.67 0.35*** 0.18, 0.66
Missing income (>$20000) 0.26**** 0.12, 0.58 0.24**** 0.11, 0.54
Receives public assistance (no assistance) 15.53**** 8.04, 29.99 19.52**** 6.81, 55.97
Female � works full time 3.44** 1.25, 9.44
Female � public assistance 0.76 0.21, 2.79
Female � has children 0.64 0.23, 1.81
Female � married 0.65 0.21, 1.97

Note. OR = odds ratio; CI = confidence interval.
*P ≤ .10; **P ≤ .05; ***P ≤ .01; ****P ≤ .001.

TABLE 4—Logistic Regression on Any Usual Source of Health Care: Full Sample (n = 695), Harlem Household Survey, 1992–1994

Characteristic Stage 1 Stage 2 Stage 3
(Reference Group) Adjusted OR 95% CI Adjusted OR 95% CI Adjusted OR 95% CI

Female (male) 2.10**** 1.48, 2.98 1.83*** 1.22, 2.75 1.57 0.60, 4.14
Aged 18–24 y (50–65 y) 0.74 0.36, 1.53 0.71 0.34, 1.48
Aged 25–49 y (50–65 y) 0.73 0.43, 1.22 0.70 0.42, 1.19
Has children (no) 1.25 0.80, 1.98 0.83 0.45, 1.53
Legally married (no) 1.02 0.58, 1.79 1.05 0.59, 1.86
Has any major health problems (no) 1.84** 1.13, 3.00 1.97* 0.99, 3.91
Has asthma, hypertension, or diabetes (no) 1.37 0.85, 2.21 1.35 0.83, 2.19
No. of symptoms 1.09*** 1.03, 1.16 1.09* 0.99, 1.20
Bothered a lot by health problems 1.01 0.54, 1.89 1.04 0.55, 1.97

(bothered none/some)
Agrees that a person cannot do much to 1.36 0.90, 2.05 1.63* 0.91, 2.92

keep from getting sick (disagrees)
Agrees that ill person should always handle 0.61** 0.41, 0.91 0.75 0.42, 1.33 

problem him/herself before going to 
doctor (disagrees)

Has private insurance (no coverage) 1.92** 1.04, 3.56 2.02** 1.09, 3.76
Has public insurance (no coverage) 1.91** 1.01, 3.64 1.99** 1.03, 3.82
Works full time (part time/unemployed) 1.50 0.84, 2.67 1.57 0.88, 2.81
Has high school diploma or higher (no degree) 1.24 0.90, 1.70 1.23 0.90, 1.70
Household income <$9000 (>$20000) 0.31**** 0.16, 0.59 0.31**** 0.16, 0.60
Household income $9001–$20000 (>$20000) 0.67 0.35, 1.30 0.69 0.35, 1.35
Missing income (>$20000) 0.34*** 0.16, 0.74 0.32*** 0.15, 0.71
Receives public assistance (no assistance) 0.98 0.51, 1.88 0.99 0.51, 1.92
Female � has major health problems 0.85 0.34, 2.11
Female � no. of health problems 0.99 0.88, 1.12
Female � handle illness by self 0.65 0.29, 1.48
Female � cannot do much to keep 0.69 0.30, 1.56

from getting sick
Female � has children 2.52** 1.06, 6.01

Note. OR = odds ratio; CI = confidence interval.
*P ≤ .10; **P ≤ .05; ***P ≤ .01; ****P ≤ .001.



come was associated with reduced odds for
men, while the relationship of income to hav-
ing a usual source of care was of borderline
significance among women. Full-time em-
ployment had no effect among either men or
women, but having a high school diploma in-
creased the odds of having a usual source of
care for men.

Discussion

Gender differences in insurance cover-
age and having a regular source of medical
care in this sample do not seem to be the re-
sult of a greater propensity among women to
have public assistance benefits and health
care-promoting perceptions and attitudes. Al-
though public assistance appears to play a
role in increased rates of insurance coverage
among women nationally, public assistance
was strongly related to assuring coverage of
both men and women in the Harlem sample.
The importance of public assistance in Har-

lem may reflect city policies at the time,
which provided relatively liberal welfare and
Medicaid benefits to men as well as women.

Employment-related factors (specifi-
cally, full-time work) increased the likelihood
of coverage for women but not for men, after
control for other variables, indicating that
women are more likely than men to be in-
sured through employer-based programs.
Marital status and having children did not
modify the relationship between gender and
insurance coverage. In general, the determi-
nants of health insurance coverage were quite
similar for men and women. In this sample,
socioeconomic advantage, particularly in-
come, was the primary predictor of coverage
for men as well as women, even after adjust-
ment for health status, age, and marital status.
Indeed, need for services, as measured by
self-reported health, made no independent
contribution to the odds of having insurance.

Thus, gender differences in insurance
coverage in the Harlem sample stemmed from
economic barriers related to employment,

which give women an advantage over men,
rather than greater access to public benefits
among women. The higher rate of insurance
coverage among women appeared to be, in
large part, a function of differential access to
insurance between men and women who
worked full time. Separate analyses of the pre-
dictors of private insurance revealed that the
odds of being privately insured were 5 times
higher among women who worked full time
than among men who worked full time. Possi-
bly, women from urban, low-income commu-
nities are more likely than men to be em-
ployed in the types of full-time jobs that offer
health insurance and that have more afford-
able employee premiums.

No strong influences emerged to help
explain gender differentials in having a usual
source of medical care. Health status and the
perceived need for care had no influence on
the greater propensity of women to have a
usual source of care. However, only 2 mea-
sures of health-related attitudes were avail-
able, and it is possible that other unmeasured
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TABLE 5—Logistic Regressions: Predictors of Health Care Coverage and Usual Source of Medical Care, Harlem Household
Survey, 1992–1994

Any Coverage Any Usual Source of Care
Characteristic Men (n = 287) Women (n = 408) Men (n = 287) Women (n = 408)

(Reference Group) Adjusted OR 95% CI Adjusted OR 95% CI Adjusted OR 95% CI Adjusted OR 95% CI

Aged 18–24 y (50–65 y) 0.33* 0.10, 1.08 0.55 0.19, 1.62 0.26** 0.08, 0.83 1.77 0.61, 5.14
Aged 25–49 y (50–65 y) 0.64 0.27, 1.51 1.03 0.47, 2.28 0.62 0.28, 1.34 0.77 0.37, 1.60
Has children (no) 1.08 0.54, 2.18 0.79 0.33, 1.90 0.79 0.40, 1.53 2.29** 1.17, 4.47
Legally married (no) 0.86 0.39, 1.93 0.45* 0.20, 1.06 0.98 0.44, 2.19 1.04 0.44, 2.50
Has major health problems (no) 0.55 0.25, 1.22 1.71 0.73, 4.00 2.43** 1.13, 5.24 1.59 0.80, 3.13
Has asthma, hypertension, or 1.72 0.77, 3.84 1.15 0.53, 2.47 0.91 0.42, 1.94 1.69 0.87, 3.29 

diabetes (no)
No. of symptoms 1.05 0.95, 1.15 1.05 0.96, 1.15 1.11** 1.01, 1.22 1.07* 0.99, 1.16
Bothered a lot by health 1.00 0.34, 2.95 0.64 0.24, 1.67 0.52 0.19, 1.37 1.91 0.77, 4.74

problems (bothered 
none/some)

Agrees that a person cannot 0.83 0.44, 1.57 0.77 0.38, 1.54 1.78* 0.96, 3.28 1.07 0.59, 1.96
do much to keep from 
getting sick (disagrees)

Agrees that ill person should 0.64 0.34, 1.23 1.00 0.50, 1.99 0.76 0.42, 1.40 0.51** 0.28, 0.91
always handle problem by  
him/herself before going to 
doctor (disagrees)

Has private insurance . . . . . . 2.13* 0.93, 4.90 2.08 0.69, 6.25
(no coverage)

Has public insurance . . . . . . 4.11*** 1.47, 11.45 1.04 0.39, 2.79
(no coverage)

Works full time 1.45 0.68, 3.10 3.08** 1.27, 7.46 1.44 0.65, 3.20 1.85 0.69, 4.94
(part time/unemployed)

Has high school diploma 0.93 0.57, 1.52 1.65* 0.97, 2.82 1.65** 1.02, 2.67 1.05 0.66, 1.67
or higher (no degree)

Household income <$9000 0.38** 0.15, 0.99 0.13**** 0.04, 0.38 0.27*** 0.10, 0.72 0.42* 0.16, 1.07
(>$20000)

Household income 0.31*** 0.13, 0.75 0.26*** 0.09, 0.73 0.47 0.18, 1.22 1.31 0.4, 3.61
$9001–$20000 (>$20000)

Missing income (>$20000) 0.25*** 0.08, 0.74 0.17*** 0.04, 0.66 0.20*** 0.07, 0.62 0.56 0.16, 1.96
Receives public assistance 17.70**** 5.98, 52.40 18.25**** 7.45, 44.76 0.64 0.23, 1.75 1.36 0.52, 3.61

(no assistance)

Note. OR = odds ratio; CI = confidence interval.
*P ≤ .10; **P ≤ .05; ***P ≤ .01; ****P ≤ .001.



dimensions of propensity for care influence
gender differences in this area. Having chil-
dren is an important factor influencing
women’s greater odds of having a regular
provider. Gender maintained a strong effect
on having a regular source of care when in-
surance coverage through both private and
public means was controlled. Thus, the in-
creased likelihood of women’s having health
insurance coverage does not seem to explain
why women also are more likely to have a
usual source of care.

Socioeconomic factors appear to be more
influential among men than women in deter-
mining whether one has a regular provider.
The gender difference in the overall preva-
lence of having a usual source of care is the
apparent consequence of more women than
men in the Harlem sample (57% vs 41%)
using nonhospital sources for regular care, be-
cause almost equal proportions of men and
women rely on hospital-based sources.38 Im-
portant questions for future research include
whether differences in access to nonhospital
providers explain the gender variation in hav-
ing a usual source of care and the relationship
of type of insurance coverage to such access.

The present study had the advantage of
relying on a community-based sample. This
allowed a more in-depth look at how various
factors operate in an underserved population.
By focusing on a single community, the
study controlled, in effect, the influence of
state and local differences in health care sys-
tems and policies. In addition, many recent
multivariate studies of the predictors of ac-
cess to health care were based on selected
samples of clinic users or special populations
rather than on representative community
samples.13,16–18 While the present study in-
cluded individuals 65 years of age, who were
more likely to have public insurance coverage
through Medicare, only 8 respondents were
of this age group, minimizing the possibility
of confounding age and insurance coverage.

Findings from this study, however, may
be unique to the Harlem community. Other
study limitations include the lack of mea-
sures of self-reported reasons why people
were uninsured or had no usual source of
care. Such measures may vary by gender and
may help explain differences in outcomes.
The study was cross sectional and could not
disentangle the reciprocal influence of insur-
ance and regular care source on health status
and attitudes toward health and health care.
The survey did not measure undercoverage
and periods without coverage, which also are
important indicators of access to care. Fi-
nally, the study predated the influence of
managed care and welfare reform.

In conclusion, the lower rate of health
care coverage among men than women in this

urban, low-income community appeared to
be, in part, the consequence of men’s reduced
access to private insurance through employ-
ment sources. Socioeconomic factors may be
more important influences on gaining entry
into the health care system for men than for
women, even when insurance coverage is
controlled. Public insurance facilitates access
to a regular source of medical care for men
but has no apparent impact for women. Thus,
expanding the availability of both public in-
surance and affordable private coverage for
men living in low-income communities is an
important means of reducing gender dispari-
ties in access to health care. Finally, given the
strong influence of public assistance on hav-
ing insurance coverage, recent changes in
welfare policy have dire implications for ac-
cess to health care for both men and women
living in low-income communities.
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